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Phobic partner-specific impotence in women 

: F. FCraupl Taylor 

Functional coital impotence is not exclusive toma. It also ooairs 
in groups of women: those suffering from vaginismus and 
SosTwithXr«sive episodes that give rise to a pamer^fic 
sexual phobia. The latter syndrome is by no means uncommo^y« 
it has not so far attracted the attention it deserves. Tins neglect 
^y be largely due to the emotional compUcauons winch ensue 
SS, h and camouflage its depressive-phobic * 
amenable to psychotherapeutic measures combined with antidepres- 
s&nt inedicfl H on. 

Key words: Female impotence - partter-«pecific sexual phobia - 
depressive disease - drug-assisted psychotherapy. 

"If anatomical anomalies such as vaginal agenesis or an imperforate hymen are 
exempted and the psychological dysfunction of vaginismus is discounted, it could 
be sid provocatively that there has never been an impotent woman. Woman 
need only make herself physically available to accomplish c °^™^°%. ' 
This admittedly provocative statement was made by Masters & Johnson (1970). 
Yet its provocation exaggerates and misleads. It disregards the many psycho- 
logical resistances which can prevent a woman from makmg herself ***** 
available for sexual intercourse. It is true that such psychologxcal resistanc^ ^ 
overridden in violent rape situations, when fear of death and 
all physical opposition. But in normal circumstances, psychological resistances 
to sexual activities can be insurmountable. They are, of course, not a pre- 
rogative of women, but also occur in men. They are not necessanly neurotic 
in origin and may owe their power to, for instance, rehgious vows °f cb^Uty. 
They may prohibit all forms of sexual activities or only those with a particular 
kind of partner, such as partners of the same or opposite sex. 

Other sexual resistances are less sweeping; they are directed agamstp^ar 
individuals only. Among them are resistances which arise unexpectedly and 
ZrpUy - the course of a previously satisfying sexual relationship. When ^ 
happens to a man, he may fail to achieve or maintain an adequate er^or, 
FeaTof further failures can then add to Ms difficulties and make him impotent 
Yet such impotence may be restricted to the habitual sexual partner only and 
not extend to other women who have the lure of seductive novelty. 

When a woman develops a comparable resistance to intercourse with a steady 
sexual partner, such as her husband, she need not be impotent :m the sense** 
she cannot make herself physically available to him. There need be no fear 
failure- There may be no more than an aversion to actmties which have los 
excitement and satisfaction for her. 



81 



• * n „~,rr a particular group of women in whom sexual resistance is 
There * however a par^uw^ fears of intercourse. 

r£XEZZf^^ *™* on from whicb ^ *1? 

In &eir miercou^ m t ways analogous to those ex- 

tr closed spaces, crowds, heights, and the like, mere is only tins differ- 
85 rLSto Suii * this group of female patients is not intercourse m 
^ f but n^^"tTa formerly accepted and sexually satisfying partner. 
r^hol b pa^-iSfic and renders them impotent with him alone Only 
Mantes" eUcTTeS^mer men can still arouse sexual feelings and desires 
JT ^deSTomrpatients deliberately seek another 

To memselves that their sex life has not yet come £ ^ 

^rise that erode overtures by another man do notfiU £*w*h ^ 
accustomed sexual excitement The outcome may be a passion^ ■ 
^riouslv aesravate an already highly explosive marital situation. It is thus 
2 S5Sl"STSn«. and re-marriage is commonplace among many of 

H5y^^^ 

derive from such sexual activity remains subdued. In other patients, however, 
^partner-specific phobic impotence outlasts the ahnost 

When the phobic reaction is strong, the patient feels forced to mww l aim 
aU^ical contact with her partner. When he returns home, she may offer 
mL to kiss and then anxiously withdraw before his band can stray to 
br^for b^ocS. When the partner makes *^J*?^£££ 
sSinks^om him in rigid, and frigid, fear; she may tearftf^ beg ton to de*£ 
she may develop all kinds of psychosomatic symptoms which make _her s«ual 
refusals more plausible. Yet the partners cannot be blamed for often feehng 
SSed and resentfuL Then there may be occasional -en^ of verbal and 
even physical violence that leave a smouldering residue of ^ f ^™ d ™ 
Zbli^TZth partners. On the other hand, if it is possible to reach an agree- 
T^JL Sepitner that he will not attempt to have intercourse and if^e P a- 
uTt Hes to trust him, her fears may melt away to such an extent _ ttat*c 
may even engage in close physical cuddling that is mutually enjoyed. Itis _ then 
3*X£f tLt it is only direct genital stimulation and intercourse which is 

^Thetoufof women suffering from phobic P^er^c imp^c^ by 
no mea£ smalL Moreover, the clinical picture is quite d^c^ oa^ has 
"l^Tto recognize it This leaves one Wiethe puzzling question, why rC has 
learned to recogruze iu volumin0 us literature on sexual and 

found no place of its own in tne oy now wumu. 

marita! difficulties. One finds references to the various components of the syn 
drome, but not to the syndrome as such- 
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LUwelfyn (1974), for instance, mentions that sexual problems and marital con- 
flicts can arise from a phobia of intercourse. He describes a patient who noticed 
a vaginal discharge some months after marriage, became convinced that she 
had a venereal disease, and refused to have intercourse with her husband for 
fear of infecting him. Negative gynaecological findings failed to alleviate her 
fear. "Before long she elaborated her fear into a dread of intercourse itself." 
Analysis revealed "that anxiety about her disease and the phobia about in- 
fecting her husband in intercourse was a displacement of anxiety about becoming 
pregnant". In prolonged psychotherapy, the patient gradually accepted this in- 
terpretation, and "her concerns about venereal disease and intercourse waned 
and the relationship improved*. 

Abse (1974) writes about non-phobic sexual difficulties which are partner- 
specific. They disappear in forbidden intrigues with a lover, "The commonly 
reported partial frigidity in marriage often owes something to this paradoxical 
need for the forbiddenness* that promotes maximal sensual pleasure by its cor- 
respondence with fantasy." Abse describes a woman who "since the birth of 
her baby two years earlier ... had felt an increasing aversion to sexual inter- 
course with her husband, leading to total vaginal anaesthesia". But she was 
capable of clandestine "lovemaking that fell short of actual intercourse* with a 
young employee of her husband and was both "thrilled with her secret assig- 
nations and worrying about them". Another of Abse's patients complained 
of depression and "frigidity with her husband, although she occasionally enjoyed 
sexual satisfaction to orgasm with other men". She "accounted for her depres- 
sion on the grounds of the loss of sexual pleasure", a loss that eventually spoiled 
even her extra-marital affairs. Summing up his remarks on partner-specific 
sexual difficulties, Abse said; "We often discover in dealing with severe frigidity 
within a marriage that we are dealing with a partial regression in the superego ... 
Basically these patients resist change, even in spite of their protests about having 
an enlightened attitude towards sex; in such cases nothing but deep-reaching 
psychoanalysis is likely to effect any considerable psychosexual change.". 

Sexual and marital difficulties tend to be associated with depressive moods 
that periodically affect either or both partners. Usually, such depressive moods 
are reactions to the difficulties experienced. Yet depressive moods and associated 
anxieties can be the symptoms of an endogenous affective illness as welL In 
that case, the depressive moods are almost bound to give rise to some sexual 
or marital difficulties. Moreover, these difficulties and the depressive moods will 
then mutually aggravate each other. This adds a reactive element even to the 
clinical manifestations of an endogenous depression. 

The distinction between endogenous and reactive depressions is not just an 
exercise in diagnostic classification. It has important prognostic and therapeutic 
implications. Many sex therapists have recognized this. Kaplan (1974), for in- 
stance, emphasizes that endogenous "depression is probably best viewed as a 
genetically transmitted psychosomatic disorder of brain metabolism ... Treat- 
ment is probably best addressed to both the chemical and psychic determinants 
of the depression" (p. 477). She is aware that, in this context, depressive moods 
can easily escape detection or proper evaluation. She therefore warns that "th$ 
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u«ician should be alert for masked depression in either spouse when he evaluates 
C rL 0 l e for sex therapy ... It is our practice to treat the depression first and 
* **tpone sexual therapy" (p. 76-77). She also refers to a phobic anxiety 
SnSome which "probably has a genetic basis which is similar to that of the 
jSessrve illnesses. ... [Patients with this syndrome] tend to physically avoid 
which they anticipate may trigger a panic attack. ... Fortunately this 
^Lme appears to be highly amenable to simple pharmacological treatment 
ST small doses of tricyclic antidepressants. When one of the partners in 
fcouple seeking sex therapy suffers from phobic anxiety syndrome, it * best 
* 0 defer sex therapy for a month or so until the anxiety has been brought under 
tro!'* (p 479) 

^There is' thus no doubt that the components of phobic partoer-specific im- 
potence in women have been noticed. It is only the complete syndrome that has 
!Lreutly been missed. To find an explanation for this diagnostic scotoma one 
w to keep in mind that the occurrence of a depressive episode can be obscured 
bTthe emotional repercussions it has in a family setting and that the fear of 
bitercourse is so puzzling to the patients themselves that they stress the repug- 
and revulsion they feel rather than their dread. Yet when the syndrome 
is fully developed, it is hard to see why it has been overlooked. 

S£ iTfatter had been suffering from a recurrent d*t~tr»! J^^f*** 
had received shock treatment on several occasions. She herself had 4*f<*f ^ *P£* 
SdoSous depression some months before coming to w me and she had been 
^Sedt£ various Phobias since then (e.g. crowds, lifts, underground). Her symptoms 
K sSted ™a P y«Hft«: she had begun to live with a wealthy -bachelor 

J^^ous sexual experience. She was strongly aroused by bm j*"^*** 
rt^Twexe initial difficulties in their love-making. The onset of her depression forceo 
^X" P her^Sd made her housebound for a few mouthy a-Jjg^ 
pSdeJ Ton Nicks care and support She had no sexual *^ t f***f*^£^ 
^orSs, she was overwhelmed by panic and had to free- herseK ^ 
she^uld not stand being touched by him at all. Nick was hurt and felt rejected. The 

"SZSZZ £ wtu*of sexual contact, with any* ^ P^YdSSSl 
She had. however, always had some fear of vaginal penetrauon. It was not a d^ablmg 
^^TwaTdispeued by sexual excitement and had never interfered with mter- 
SSsTworeTS hTonly prevented her from using tampons -.ton* 
^Tenshe improved with the help of ^^^^^^^f^^cS 
occupational car<-*r.Her fears of crowds, lifts, etc. receded, but h ?^*J*J^£ 
contS with Nick continued unabated. She could not overcome £*f w ^ m £? £ 
triedYet she soon found out that it was only Nick whe -Provoked h« ■ ph 
meTa former boy friend one day and noticed with relief that wh« 
she did not shrink from him in fear, but felt sexually r^See *d 

htm and found intercourse as satisfying as it had always been. This experience did 
not, however, affect her phobic impotence with Nick. _ f(% - a „ A luxuries 

She was fond of Nick, had become accustomed to the care, comfort, and h«unes 
he could pro*de, Theyhad planned to get; married, but realized now that Jhu . was 
out of the question without a proper sex life. In an attempt to **°* a 
of sexual contact with Nick, tranylcypromine in the monung^ was ^to the m 
cyclic antidepressants she was still taking in the evening at that urne. This was ef 
foctive.^vfp^and intercourse became possible. Unfortunately^ ^ 
parative bliss lasted only about a fortnight. Then she feU passionately in love with 
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another man and started a hectic sexual affair which was broken off by him after a 
few'months, when he found her demands on his time and affection too taxing. In 
the meantime, she had left Nick; but remained on friendly and affectionate terms with 
him She has had other lover* since and there have been no sexual difficulties with 
any of them. There have been recurrences of her depressive Alness, but they were 
mfld and could be kept in check with medication. 

This patient certainly was strongly motivated to make herself physically avail- 
able for intercourse with a partner whom she wanted to marry. Unfortunately, 
her sexual phobia of him did not improve in step with other depressive-phobic 
symptoms. This is not typical of other patients. When their mood improves, 
their partner-specific sexual phobia vanishes. However, it usually leaves behind 
a partner-specific sexual aversion which is not tinged with fear and is no absolute 
bar to intercourse. The patients can then make themselves available for inter- 
course, even though half-heartedly and with little enjoyment. Such an aversion 
can still be a fertile source of ill-feelings between the partners, and the partner- 
specificity g**Ti add its own complications. 

Case report 

Mrs. B. had been married for 8 years, when she came for treatment There was no 
family history of psychiatric illnesses nor any definite evidence of past depressive epi- 
sodes in her. For some time, she had become critical of her husband with whom she 
shared few interests. She had begun to wonder whether she had ever loved him, and 
had felt she should leave him and lead her own life. Sexual activities had become 
stale for her, but had not ceased. For several months in the past year, she had been 
in a hyperthymic state> enjoying the pleasures of life, being full of energy and in 
need of little sleep. She had started an extramarital affair which came to an end 
when her depressive symptoms appeared. She was convinced that her marriage was 
responsible for her miserable mood, listlessness and sense of futility. The cure seemed 
to lie in separation from her husband. It was at that time that she developed a phobia 
of physical contact with her husband They had been in the habit of sleeping naked 
Now she had to wear a night dress and keep a safe distance. The marital atmosphere 
grew cold and disagreeable. The husband became irritable and began to lose his 
temper. This provided the patient with additional reasons for wishing to leave him. 

At that time, the patient was sent to me with the diagnosis of a reactive depression 
due to marital dysharmony, I came to the conclusion that there was an endogenous 
element in her depression which seemed to have been the primary cause of the marital 
dysharmony- I therefore prescribed a monoamine oxidase inhibitor. In a joint session 
with the husband, the biochemical nature of Mrs. B.'s depression and sexual difficulties 
was deliberately stressed. Provisional sexual abstinence was advised and the P<*^ 
need of sex-therapeutic sessions mentioned. A fortnight later, Mrs. B. reported mat 
her depression and sexual fears had vanished and that there had been an enjoyable 
session of love-making with her husband 

Soon afterwards her depression deepened; but her sexual phobia was now otujr 
intercourse itself, not of its preliminaries as her husband had promised to abstain from 
it She now liked snuggling up to him. Only when there were signs that he migm 
want to go beyond snuggling, did she tense up and free herself. Tricyclic antidepres- 
sants were now added to her medication in the evening. When her mood improv^ 
she was again able to accept mtercourse with her husband occasionally, though sue 
remained averse to it, mainly because of lack of sexual arousal and pleasure, 
because she had to overcome irrational fears of it. At the same time, she noticed th« 
other men attracted her sexually. She went to bed with some of them and respondco 
normally. When the question of sex therapy with her husband was raised; she refuse^ 
to consider it. Eventually, she had an ardent love affair and succeeded in conceauns 
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. „ v „«t«r.H who m&v in any case, not have wished to know. There were 
* ^Tr^^cTl^i^U^ about her deceptions, <i-pedher 
^^^JeTfoVher lover, and made her wish to confess everything to her tasband. 
^ i^^oS»S her sexual phobia and early antidepressant medication 
??L , Sj rSeJSSSSct She no lc<*e7 wished to leave her husband^ at le^not 
fJZ Se b^TThe husband was satisfied with the generally unproved atmosphere 
k the home and the occasional sexual favours he obtained. 

Th^re are many variations in the manifestations of the syndrome of phobic 
^-specific impotence in women and many are more tempestuous than those 
X two cases quoted. When the depression of the patients * mild, it is often 
obscured by the emotional complications to which it gives nse. Anger and an- 
noy ^cc with the partner loom larger than the dejection of mood. When such 
dejection is noticed, it is *R too readily regarded as purely reactive to an ir- 
ritating and frustrating situation. The endogenous element in the depression is 
" ^ed, unless special efforts are made to uncover feelings of despondency 
ST hopelessness, admissions of self-blame, and evidence of diurnal variations 
of mood. The phobic nature of the sexual disturbance also tends to escape at- 
tention, especially when patients can maintain, and perhaps even convince them- 
selves that their avoidance of physical contact with their partners is due to the 
hostiluies and animosities that have developed between them. However, when 
patients are seen on their own and careful enquiries are made, it is generally 
Possible to elicit from them that behind the facade of hostility there lurk fears 
for which they have no explanation. 

When such admissions are obtained, another obstacle is often encountered. 
The patients do not wish to be regarded as ill. In many arguments with their 
partners, they had been spitefully accused of being hysterical or mad, of bong 
abnormal and in need of a psychiatrist. Such accusations hurt and have to be 
proved wrong. Moreover, when a couple first comes for help with mantal dif- 
ficulties, the usual formula is that the blame lies with neither side, that it is 
the marriage which is in need of treatment and not either partner alone. It is 
not surprising that many patients are opposed to having this formula revised and 
to accepting the fact that there had been some truth in the ill-tempered ac- 
cusations of their partners. , 
Phobic partner-specific impotence in women can thus be heavily camouflaged. 
This may partly account for its non-recognition as a clinical syndrome. How- 
ever phenomenological considerations and preferences for psychogenic inter- 
pretations may also contribute to the non-recognition. Be that as it may it seems 
important to become aware of the syndrome behind its camouflage, because it 
points the way to a therapeutic approach that is often beneficial. The treatment 
which has proved itself to me consists of a drug-assisted form of psychotherapy. 
The drugs required are mainly monoamine oxidase inhibitors, though they may 
have to be combined with tricyclic antidepressants and occasional anxiolytic 
medication. The psychotherapy takes place mainly in individual sessions, but 
there are also joint interviews. It consists in straightforward counselling together 
with a manipulation of emotional and situational factors. The biochemical com- 
ponent of the patient's illness is stressed to lighten the burden of guilt the.pa- 
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tient feels herself and the partner heaps on her. At the same time, it can be 
pointed out that she is entitled to the same consideration and help as a patient 
with a predominantly physical . illness. Since her illness caused a mood dis- 
turbance, it had made her a difficult companion to live with. The partner there- 
fore cannot be blamed for having responded with annoyance and resentment 
which then rebounded to aggravate the situation cumulatively. It is also em- 
phasized that the patient's avoidance of sex is due to an irrational fear of inter- 
course which is comparable to other kinds of phobias. If the partner happens 
to have a phobia of some objectively harmless object or situation himself, he 
gets at least an inkling of the patient's emotional difficulty. To remove the dread 
of the phobic situation from the patient, the partner is requested not to attempt 
intercourse. If he promises to do that and the patient comes to trust him, a good 
deal of love play can become possible. 

When antidepressant medication becomes effective, the patient can be more 
outgoing and affectionate. This upswing of mood is sometimes consummated in 
intercourses with the partner. But such successes tend to be short-lived. In some 
patients, the partner-specific phobia returns in more or less full force; in others, 
intercourse with the partner loses its dread, but may become uncomfortable or 
arouse so little pleasure that it is performed as a mere duty or favour. As long 
as a patient's libido remains dormant and has not been stimulated by another 
r pftTi or other men, sex therapy, modelled on the practices of Masters & Johnson 
(1970), may be initiated at some stage. However, progress is liable to be slow 
and setbacks common. It is often advisable to facilitate pleasuring sessions by 
applying anxiolytic measures to the patients which go beyond the usual relaxation 
practices. They may already have had the experience that convivial evenings 
with small doses of alcohol can abate their sexual partner-specific phobia or 
reluctance on a particular occasion. But the use of alcohol for sexual facilitation 
has its drawbacks, unless the amount taken can be adequately controlled. It is, 
on the whole, better to resort to occasional doses of benzodiazepine compounds, 
such as diazepam or nitrazepam- Their proper timing and dosage, however, has 
to be found by trial and error- 
Sex therapy with her customary partner becomes unacceptable to a patient 
once she has engaged in pleasurable sexual intercourse with other men and 
especially when she has fallen wildly in love with a particular man- When this 
happens, the relationship with the customary partner can come to grief. Jealous 
quarrels and fi ghts can ensue. Separation or divorce is often the ultimate out- 
come. It is, however, surprising how many marriages can be precariously con- 
tinued, because the husband has somehow come to terms with the fact that his 
sexual advances are not welcomed by his wife any more. He may find sexual 
satisfaction elsewhere or content himself with masturbation. He must then be- 
come adept at turning a blind eye on his wife's infidelity or infidelities, when 
they are not too obviously flaunted. Indeed he often seems to collude with his 
wife in allowing her sufficient time away from home or him without asking 
awkward questions or making suspicious enquiries. Yet when a marriage is 
maintained in this way, one has to be particularly careful to spot depressive 
relapses in the wife, because there is then the danger that she might attribute 
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her guilt feelings to the deceptions she practices and attempt to alleviate her 
orse by confessing everything to her husband. This can have catastrophic 
consequences which involve not only the patient's husband and children but 
haps also the family ties of her lover. It is not the task of psychiatrists to 
nass moral judgements but to forestall unhappiness and suffering, if this can be 
done. la the interest of everybody concerned, one has to advise the patient 
against making confessions and one has to subdue her depressive symptoms by 
appropriate medication so that the uneasy status quo is maintained as long as 
possible. 
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